
FORM-DB-CM 

 

 

 

STATE OF DELAWARE 

STATE BOARD OF PENSION TRUSTEES 

AND 

OFFICE OF PENSIONS 

McARDLE BUILDING 

680 SILVER LAKE BLVD, SUITE 1 

DOVER, DE  19904-2402 

 

  When Calling Long Distance Telephone (302) 739-4208 

Toll Free Number 1-800-722-7300 FAX #    (302)-739-6129 

COUNTY AND MUNICIPAL PENSION PLAN 

APPLICATION FOR DEATH BENEFIT PAYMENT 
 

 

TO THE OFFICE OF PENSIONS: 

 

Please be advised that_________________________________________, __________________  
                                                      (Name of Individual)                                                (Social Security No.)  

an employee of our County/Municipality ____________________________________expired on 
                                                                                           (Name of Entity) 

_________________________.  A certified copy of the death certificate is attached for your                                                           
           (Date of Death) 

files.  A search of available records indicates a survivor’s pension is not payable for the 

following reason: 

                          ________ (1) Service time not sufficient to qualify for survivor’s benefit 

 

                          ________ (2) No eligible survivor 

Therefore, pursuant to the provisions of Title 29, Del. Code 5579, we hereby request a death 

benefit be made to the designated beneficiary(ies) or, in the absence of a designated 

beneficiary(ies), to the estate of our former employee. 

 

                 The employee’s final pay was on __________________________. 

         

__________________________________         _____________________       ____________ 
  Authorized County & Municipal Signature                                  Title                                    Date 

------------------------------------------------------------------------------------------------------------------ 
FOR USE OF OFFICE OF PENSIONS ONLY 

 
Checked to Actuarial File (Form P-6)   ________________          Date:  _________________  

Designated Beneficiary on file:    Yes   ________________           No     _________________ 

 

                  Name of Beneficiary(ies):                                                        Address 
 

_______________________________________________            ________________________________________________ 

_______________________________________________            ________________________________________________ 

_______________________________________________            ________________________________________________ 

_______________________________________________            ________________________________________________ 


